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Birth and death are two life experiences that are 
guaranteed to every human being. Shocking and powerful in 
their impact, both create an awesome sense of connection with 
the most basic, primitive and mysterious aspects of life. When 
a person's birth and death occur almost simultaneously, 
however, the effort for others to understand these events can 
be overwhelming.1 2 3 In reality, any death will seem premature 
in the sense that it interrupts the process of living. 
However, when an infant dies, the briefness of its encounter 
with life is particularly poignant and symbolic. 
Infant mortality has been considered an issue since the 
1900's.^ Infant mortality in the United States has declined 
dramatically even though it continues to be a serious issue of 
concern for social workers and other professionals. The infant 
mortality rate has fallen from over 100 infant deaths per 1, 
000 live births to a provisional rate of 10.9 deaths in 
1 C. Eddie Palmer and Dorinda N. Noble, "Premature Death: 
Dilemmas of Infant Mortality," Social Casework: The Journal of 
Contemporary Social Work 12 (June 1986):332. 
2 Ibid., 332. 
3 Carol J. Rowland Hogue and Martha A. Hargraves, "Class, 
Race, and Infant Mortality in the United States," American 




In 1984, the Black infant mortality rate in the United 
states was 18.4 deaths per 1,000 live births whereas the White 
infant mortality rate was 9.4.5 The United States ranks 20th 
in the world in the area of infant mortality.^ Even though 
the United States has made continuous progress in lowering 
infant mortality rates, it is still far behind most of the 
industrialized world. 
There are two main components of infant mortality rates: 
neonatal mortality rate or the deaths of infants within the 
first 28 days of life and postneonatal mortality or deaths 
from 28 days to one year. In the 1960's, postneonatal deaths 
accounted for most infant deaths, but presently, neonatal 
deaths are predominant.7 Neonatal deaths reflect preexisting 
health conditions of the mother and quality of medical care 
that she and her baby receive during pregnancy, at the time of 
delivery, and shortly thereafter. Postneonatal examines the 
living conditions such as infections. Several authors have 
4 A.M. Koontz, "Pregnancy and Infant Health," Public 
Health Report 99 (1984): 184. 
5 Washington, D.C.: U.S Government Printing Office, 1984. 
6 "Neonatal and Postneonatal Mortality by Race, Birth 
Weight and Gestational Age," Journal of the U S. Public Health 
Service 102 no. 1 (1987): 247. 
7 A. Antonovsky and J. Bernstein, "Social Class and 
Infant Mortality," Journal of Social Science and Medicine 11 
(December 1987): 453. 
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demonstrated the sensitive indicators that are accountable for 
the infant mortality rate. The sensitive indicators are 
maternal factors, sociodemographic factors and external 
factors. Maternal factors include the mother's age, pregnancy 
history, parity, educational attainment, marital status, and 
prenatal care. The sociodemographic factors include the 
ethnicity, education, income, occupation, and social 
background of a mother. External factors are cigarette 
smoking, alcohol consumption, substance abuse, including the 
use of illicit drugs, excessive weight and energy 
expenditure.8 
Statement of the Problem 
Although the high standards of medical care in the United 
States have dramatically decreased the incidence of infant 
mortality and have significantly improved the health of both 
mothers and infants, the problem still needs to be addressed. 
Infants born to Black mothers are still dying at a higher rate 
than any other race of infants before their first birthday. 
The health of Black women are poorer than any other race and 
they do not receive the same quality of prenatal care. 
Statement of the Hypotheses 
There is no significant relationship between 
the infant mortality rate among African Americans and 
preexisting health conditions. 
There is no significant relationship between 
8 Ibid., 453. 
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relationship between the infant mortality among African 
Americans and prenatal care. 
There is no significant relationship between the 
infant mortality among African Americans and behavioral 
risk factors. 
Terms And Definitions 
Blacks : African Americans. People with a genetic heritage 
that can be traced back to the African continent. 
Gestation : Refers to the period from conception to birth. 
For humans, the healthy gestation period is between 266 and 
294 days, with 280 the average. 
Infant Mortality: The number of infants who die in the first 
year, related to 1,000 live births. 
Infant Mortality Rate: The demographic measure of the number 
of neonatal deaths that occur in proportion to the population 
as a whole or to the population of the mothers. 
Low Birth Weight Infant: A newborn with a birth weight less 
than or equal to 2500 grams small-for-dates, or normally grown 
premature, or small-for-dates term infant. 
Mortality : Death of a baby. 
Neonatalitv Mortality: Number of babies who die before their 
first birthday, an infant who dies in the first 28 days of 
his/her life. 
Neonatal Mortality Rate: Number of neonatal deaths per 
thousand live births. 
Postneonatal Mortality: Death of infants from 28 days of age 
up to, but not including, one year of age. 
Postneonatal Mortality Rate: Number of postneonatal deaths per 
thousand live births. 
Significance And Purpose Of The Study 
A balanced diet and timely prenatal care are critical 
factors for an expectant mother. A persons quality of life 
has always been of concern to the social work profession. The 
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social worker that practices with expectant mothers, must make 
sure that they fully understand the importance of proper 
nutrition and adequate rest. Another concern of social 
workers who are working with expectant mothers have to make 
sure that they understand the doctors instructions. The 
social worker must also inform the pregnant mothers of 
followup prenatal appointments and their importance. 
The purpose of this study is to determine the factors 
associated with the infant mortality rate among African 
Americans. This study contributes to existing research on 
infant mortality. In addition to providing statistical 
information, this study will the provide the social work 
profession with an awareness of the importance of adequate 
medical care in eliminating infant mortality. 
CHAPTER II 
REVIEW OF LITERATURE 
This literature review will provide the reader with the 
most relevant data from articles and books presented on the 
infant mortality rate among African Americans. The review of 
literature provides: (1) Preexisting health conditions of the 
pregnant women; (2) Prenatal care; (3) Behavioral risk 
factors. 
In reviewing the literature, one of the factors that 
contributes to the infant mortality among African Americans 
are preexisting health conditions. Preexisting health 
conditions in the African American population include amniotic 
fluid infections and chronic diseases like hypertension, 
diabetes, and sickle-cell anemia which increase the risk of 
low birth weight and neonatal mortality.1 For example, 
chronic hypertension increases the risk of third trimester 
bleeding and intrauterine growth retardation. 
African Americans demonstrated increased incidence of 
premature rupture of membrane and placental growth retardation 
compared to white mothers in one study. Once established, 
amniotic fluid infections, large placental infarcts, abruptio, 
and postnatal infections were more lethal in Black women.2 
1 J.W C. Johnson and N.H. Dubin, "Prevention of Preterm 
Labor," Clinical Obstetrician and Gynecology 23 (June 1980): 
51 . 
2 Edward R. Newton, "Medical Problems in Pregnancy," The 
Medical Clinics of North America 73, no.3 (1989): 522. 
6 
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Congenital anomalies play a small but significant role in 
prematurity but are a major cause of neonatal and postneonatal 
death. African Americans and Whites have similar death rates 
from congenital anomalies, although anomalies are the third 
leading cause of death among African Americans.^ 
Multiple gestations increase the risk of poor pregnancy 
outcomes. Multiple gestation increases the risk of both low 
birth weight and preterm delivery.4 In a recent study 
analyzing records from Minnesota and Norway, multiple 
gestations comprised less than 2 percent of all births, but 
accounted for 10 percent of all perinatal deaths, which was 
usually due to perterm delivery. Multiple gestations are more 
frequent among births to African Americans (24.1%), than 
Whites (18.5%), or Asians (15.1%). Not surprisingly, African 
Americans suffer more adverse outcomes from multiple gestation 
than whites.5 
Inadequate prenatal care is another factor that 
contributes to the infant mortality rate among African 
Americans. According to Kessner, who used data from New York 
City, the adequacy of prenatal care, measured by the timing of 
3 D. F. Kaltrieder and S. Kohl, "Epidemiology of Preterm 
Delivery," Clinical Obstetrician and Gynecology 23 (June 
1980): 17. 
4 J.W.C. Johnson and N.H. Dubin, "Prevention of Perterm 
Labor," Clinical Obstetrician and Gynecology 23 (1980): 51. 
5 H. J. Hoffman and L. S. Bakketeig, "Risk factors 
Associated with the Occurrence of Preterm Birth," Clinical 
Obstetrician and Gynecology 27 (April 1984): 539. 
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the initial visits and the number of visits and the hospital 
service type was associated with better pregnancy outcome in 
groups of women with and without social and medical risks.6 
Several authors have shown improved neonatal and infant 
survival and higher birth weights in groups with early initial 
doctor visits and an adequate numbers of visits. A study was 
conducted in California where the off-spring of women with 
adequate premature care weighted an average of 197 grams more 
than those without adequate care.7 
Almost 63 percent of African American mothers began 
prenatal care in the first trimester of pregnancy during 1980. 
Almost 3 percent of all African American mothers had no 
prenatal care. The average member of prenatal care visits 
O 
were 9.9% for African Amrican mothers. 
In the Ebony Magazine, another study was conducted of 
5,000 pregnant, low income women. Findings indicated that 
those who do not receive regular prenatal care had three times 
as many infant deaths as those who did receive care. Their 
babies were smaller, had more complications and had a 
perinatal mortality rate of 73, per 1,000 as complication to 
6 D. et al Kessner, "Infant Death: Analysis of Maternal 
Risk and Health Care," N. C. H. S. Monthly Vital Statistics 
(Washington, D.C.: National Academy of Science, Institute of 
Medical 1973), 38. 
7 Ibid., 38. 
8 S. Taffel, "Characteristics of Asian Births: United 
States," N. C. H. S. Monthly Vital Statistics 32 (May 1980): 
2. 
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16 per 1,000 for babies who had proper prenatal care.9 
Cultural norms influence how much of a communities health 
care system is utilized, but cultural norms interact with 
socioeconomic realities. African American mothers did not 
seek out prenatal care to the same extent as white mothers did 
in a recent study, but the authors noted that mothers of low 
education, regardless of race, did not seek out prenatal care 
as much as those with high levels of education.10 
The behavioral risk factors are the third factor that 
contributes to the infant mortality rate among African 
American. Behavioral risk factors include: Smoking, poor diet, 
and drug and alcohol use contribute to low birth weight. 
Consequently, it appears that low birth weight is 
simultaneously a measure of pregnancy outcome and a 
determinant of other pregnancy outcomes such as neonatal or 
postneonatal survival or death. 
An unbalanced diet has been found to contribute to 
negative prenatal outcome. For example, among Blacks in the 
South, diets may consist of large amounts of green vegetables, 
grain products, fatty meats that are high in cholesterol, and 
high salt consumption. In Blacks, dairy consumption, a 
necessary source of Calcium and Vitamin D is relatively low as 
9 Robert Leon Collins, "Ways to Protect Your Unborn 
Child: Good Prenatal Medical Care Increases the Chances of 
Delivery a Healthy baby," Ebony Magazine 41 no. 9 (1986): 62. 
10 Ian Robertson, Society: a Brief Introduction 5th ed. 
(Iowa: Worth Publisher, Inc., 1989), 128-29. 
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compared to that of whites, possibly due to a higher rate of 
lactose intolerance among Blacks. Because of the high 
vegetable consumption, the diets of Blacks who are vegetarians 
often contribute to low birth weights.11 Substance abuse is 
also believed to have an unfavorable affect on the fetus. 
Cigarette smoking, alcohol consumption, legal and illegal drug 
abuse usage are also risk factors that contribute to low birth 
weight during pregnancy. 
In one preliminary study, it was found that an excess of 
86 percent perinatal mortality among Black smokers existed 
compared to 11 percent in excess among white smokers. The 
Surgeon General has reported that infants born to women who 
smoke during pregnancy weigh, on the average, 200 grams less 
than infants born to comparable women who do not smoke. 
Although Blacks appear to suffer more adverse effects from 
smoking than whites, it is not clear that the outcomes are 
related to smoking prevalence among Blacks.12 
The more a woman smokes during pregnancy, the greater the 
chances of low birth weight in the infant. On the other hand, 
smoking cessation during early pregnancy decreases the risk of 
delivering a low birth weight infant, and equates it to that 
of a nonsmoker. This phenomenon deserves more attention in 
11 Ibid., 129. 
12 "Preterm Delivery and Low Birth Weight Among First- 
Born Infants of Black and White College Graduating," American 
Journal 
of Epidemiology 32 (July-December 1992): 266. 
terms of the relationship between cigarette smoking and birth 
weight.13 Black infants not only faced a greater chance of 
an early death than white infants in 1986, but also were far 
more likely to die from preventable causes. 
Another author asserted that the majority of drugs taken 
by pregnant women persist longer in the fetus than in the 
adult, because the fetal liver, which metabolizes drugs is 
immature.14 Some studies suggested an association between 
drug use, premature delivery, spontaneous abortion still 
births, high blood pressure and eclampsia. 
Women who use cocaine often have a greater rate of 
spontaneous abortions in the first trimester of pregnancy.15 
Those infants that are born live, tend to have lower birth 
weights, their ability to interact with caregivers is 
deficient, their emotional state is labile, and they respond 
poorly to comforting; the bonding between mother and child is 
hindered. Infants born to cocaine using mothers are at 
increased risk for Sudden Infant Death Syndrome (SIDS).15 
13 Georgia Health Statistics and Surveillance, Georgia. 
The Department of Public Health, Bureau of Health Promotion 
(1993): 2-3. 
14 W. E. Barshaw, K. Jelks, and J D. Smith, "Behavioral 
Risk Factor Surveillance System," Division of Public Health, 
Department of Human Resources (April 1990). 
15 G. Rooth, "Low Birth Weight," Lancet 1 (1980). 
15 G. F. Chavez, J. Mulinare, and J. F. Cardero "Maternal 
Cocaine Use During Early Pregnancy as a Risk for Congenital 
Urogenital Anomalies," Journal of American Medicine 
Association 282 (June 1989): 795-798. 
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The issues of substance abuse are complex. The problem 
of infants exposed to drugs, including alcohol, prescribed 
drugs, and non-prescription drugs in-utero, is a documented 
risk. Chavez and Mulinare, combined several researchers's 
findings on the adverse effect of cocaine taken by the mother 
on her fetus and newborn infant. They found: 
1) Fetal death/still births are usually associated with 
placental abruptio. 
2) Impaired fetal growth which gives rise to a lower 
birth weight, smaller head circumferences and 
shorter length for gestational age. This effect is 
not sustained if the use of cocaine is stopped 
before the second trimester. 
3) Increased risk for serious congenital malformations. 
Data generated to date suggests that there is a 90- 
95% chance that cocaine is a teratogen. Using 
cocaine/mouse model, malformations seen in humans 
can be reproduced. The Teratogenic effect is 
thought to come from its vasoconstrictive 
properties. This makes the drug a teratogen which 
can act throughout the entire gestation of the 
fetus. It is not a drug or agent which acts during 
embryogenesis like radiation or rubella for 
instance. 
4) Increased indigence of sexually transmitted disease 
in the newborn. 
5) Adverse long term effects of cocaine on the fetal 
central nervous system. 
6) Prolonged hospital stay for the newborn infant 
social secondary to both medical and social 
reasons. 
7) An inappropriate and hostile environment to which 
the newborn infant is discharged. 
It is noted that newborn birth weight decreases 
sharply with the increase of alcohol intake.17 
The United States Department of Health and Human 
Services, in 1986, indicated: That when a pregnant woman takes 
a drink, the alcohol rarely crosses the placenta to the fetus. 
17 I. J. Chasnoff, "The Prevalence of Illicit-Drug or 
Alcohol Use During Pregnancy and Discrepancies," The New 
England Journal of Medicine 322 (August 1990): 1202-06. 
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The alcohol travels through the baby's bloodstream in the same 
concentration as that of mother. Therefore, if the expectant 
mother becomes intoxicated, her unborn baby becomes 
intoxicated as well. 
According to the Comprehensive Issue Plan, that was 
established by the Department of Health And Human Services, 
women who drink any amount of alcohol during their pregnancies 
put their infants at risk of developing Fetal Alcohol 
Syndrome. Babies with this syndrome are born small for their 
gestational age, with abnormal facial features and mental 
retardation. Alcohol influences not only the infants's size 
and health but also the risk of the mother going into labor 
prematurely. Alcohol usage during pregnancy is also a cause 
of stillbirths, neonatal deaths, birth defects, malnutrition, 
and increased risk of spontaneous abortions.18 
THEORETICAL FRAMEWORK 
For the purpose of this study, the theoretical framework 
utilized Systems Theory. Writers, Hollis and Woods defined 
systems as procedures or plans followed to accomplish a given 
task. In reference to social work, systems are viewed as 
having varied helping tasks. Therefore, systems can be 
considered as a useful tool for helping the mind to deal with 
the complexities of modern knowledge. 
18 El. Abel, "Fetal Alcohol Syndrome and Fetal Alcohol 
Effects," (New York: Plenum Press, 1984). 
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The main component of a system is defined as a set of 
objects together with a relationship between other objects. 
There are three types of systems in system theory: 
1) Real: Living System. 
2) Abstract: Behavior and relationships that can 
be inferred from real systems. 
3) Conceptual: A changed agency system. 
One thing to remember is that once a system is set up that all 
of it's parts are in transaction to accomplish a given task. 
It is important that each part of the system affected be in 
1 Q complete equilibrium with each other. 3
Hollis and Woods identified systems as being other 
relatives, the immediate family, a nucleus of friends and 
acquaintances, including neighbors, employment systems when 
working, and social relationships. Systems theory is viewed as 
a foundation for helping social workers to understand people 
both individually and collectively in terms of a conceptual 
framework. These concepts will help social workers in 
creating services or social networks for people who need or 
want them. Systems theory is also a concept that help 
contribute to the prevention of future life problems. 
The basic concepts of systems theory include: 
1. Boundary: An abstract delineation between 
parts of a system or between systems, new ways 
to observe the system in which we work, 
concerned with the health of systems that are 
too open or too closed. 
2. Open Systems: A system with more -or- less 
19 Mary E. Woods and Florence Hollis, Casework: A 
Psychosocial Therapy (New York: McGraw-Hill, Inc., 1990), 28- 
30. 
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permeable boundaries that permits interaction 
families have with other systems, constantly 
changing, active exchange with the environment. 
3. Closed System: A self-contained system with 
impermeable boundaries, which does not depend on the 
environment, not much interchange with the 
environment. 
4 Conflict: No system can exist without tension, 
neither positive or negative, need conflict because 
system constantly changes, good in terms of social 
growth. 
5. Equilibrium: A balance that must be attempted to be 
achieved when stress occurs. 
6. Feedback: Gather information about clients goals 
and strategies.20 
Systems theory is also viewed as a major theory in social 
work practice. It is a tool for relating micro and macro 
social events, which provides a larger prospective on the 
interaction between the individual and environment. 
Systems contribute and increase recognition of the 
complexity and input of the environment. It provides direct 
attention to the complication of an agency and other 
institutions. This is done by the interlocking of policy, 
administration, and staff personnel. It observes the 
importance of the point of maximum reverberation in the 
medical hierarchy.21 
20Mary E. Woods & Florence Hollis, Casework: Of 
Psychosocial Therapy, (New York: McGraw-Hill, Inc., 1990): 20- 
28. 




The Correlational Design was used for this study. This 
design consists of the collecting of data to determine whether 
a relationship exists between two or more variables. The 
degree of relationship is determined by the level of 
correlation coefficient. 
Sampling 
The Gift of Life in Montgomery, Alabama, was selected as 
the location for acquiring participants for this study. This 
site was selected since it provides services to pregnant 
mothers in Montgomery County, Alabama. The Gift of Life began 
its service as a community-based organization which was 
founded in 1988 as the result of crisis situations in 
obstetrical care in Autauga, Elmore, Lowndnes, and Montgomery 
countries, located in Alabama. 
In conducting the study, each participant was provided 
verbal instructions for completing the questionnaire. The 
respondents were randomly selected. All the respondents were 
African Americans whose age ranged from 12-39 years old. 
Forty-three questionnaires were distributed to those mothers 
that were randomly selected to complete the questionnaire. 
The researcher conducted the interview with the mothers as 
they entered the door to the waiting room of the clinic. The 
questionnaires were completed and returned to the researcher 
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on the same day it was handed to the respondents. 
Data Collection Procedure 
The data for this study was obtained through individual 
interviews with each participant using a structured 
questionnaire. Confidentiality and anonymity was assured as 
respondents were given the option to refuse to participate in 
the study. The instrument utilized in this study consisted of 
an original questionnaire developed by the author. The 
instrument had twenty-five items with six sections. 
The six sections of the questionnaire was composed of 
items related to: First, demographic characteristics of the 
respondents. Second, the financial stability of the 
respondents. Third, the level of prenatal medical care. 
Fourth, questions related to behavioral risk factors. Fifth, 
medical risk factors. Sixth, dietary risk factors as related 
to pregnancy. Questions were also incorporated into the 
questionnaire concerning the respondents knowledge of health 
facilities available to them within the community. 
Data Analysis 
For the purpose of this study, frequency 
distributions, Chi square, Cramer's V, and the Pearson's 'r' 
test for correlation were utilized. Frequency distributions 
are utilized to show the percentage of respondent answers to 
items on the questionnaire. Chi square (x2) is a non- 
parametric test of significance for differences between two or 
more samples, whereby expected frequencies are compared 
18 
against obtained frequencies. The alpha value was established 
by the author at the .05 level of confidence. Cramer's 'V' is 
an alternative to the contingency coefficient which measures 
the degree of association for nominal data. Pearson's 'r' is 
also used in determining if there is a relationship between 
two or more variables and utilizes interval level data. 
CHAPTER IV 
FINDINGS 
Chi Square and Pearson's 'r' were used in looking at the 
significance of the relationship between the independent 
variables of preexisting health conditions, prenatal care, and 
behavioral risk factors, and the dependent variable of the 
infant mortality rate among Blacks. For the purpose of 
looking at the data in concrete terms, the frequency and 
percent were computed in table form. The variables were 







MOTHERS WHO HAD BABIES 
INCOME FREQUENCY PERCENT 
INCOME 
0000-999 17 39.5 
1000-4999 16 37.2 
5000-9999 6 14.0 
10000-14999 2 4.7 
15000 AND ABOVE 2 4.7 
AGE FREQUENCY PERCENT 
12-18 5 11.6 
19-25 18 41 .9 
26-32 16 37.2 
33-39 4 9.3 
EDUCATION FREQUENCY PERCENT 
DID NOT COMPLETE 10 23.3 
HIGH SCHOOL 
HIGH SCHOOL GRADUATE 13 30.2 
OR GED 
SOME COLLEGE OR 20 46.5 
TECHNICAL SCHOOL 
COLLEGE GRADUATE 0 0 
NUMBER OF FREQUENCY PERCENT 
CHILDREN 
ONE CHILD 19 44.2 
TWO CHILDREN 21 48.8 
THREE CHILDREN 3 7.0 
21 
TABLE 2 
PREEXISTING HEALTH CONDITIONS OF MOTHERS WHO HAD 
BABIES THAT LIVED 
(N= 26) 
HEALTH PROBLEM FREQUENCY PERCENT 
HIGH BLOOD PRESSURE YES 8 2.08 
NO 18 4.68 
HEART TROUBLE YES 2 .52 
NO 24 6.24 
LUPUS YES 0 0 
NO 0 0 
SICKLE CELL YES 2 .52 
NO 24 6.24 
SYPHILIS YES 0 0 
NO 0 0 
NONE ABOVE 12 0 
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TABLE 3 
PREEXISTING HEALTH CONDITIONS OF MOTHERS WHO HAD 
BABIES THAT DIED 
(N=17) 
HEALTH PROBLEM FREQUENCY PERCENT 
HIGH BLOOD PRESSURE YES 3 2.89 
NO 14 3.64 
HEART TROUBLE YES 5 .85 
NO 0 2.04 
LUPUS YES 0 0 
NO 0 0 
SICKLE CELL YES 0 0 
NO 0 0 
SYPHILIS YES 0 0 
NO 0 0 
NONE ABOVE 8 1.36 
23 
TABLE 4 
PRENATAL CARE RECEIVED BY MOTHERS WHO HAD 
BABIES THAT LIVED 
(N=26) 
PRENATAL CARE FREQUENCY PERCENT 
RECEIVED PRENATAL YES 21 5.46 
CARE NO 5 1 .3 
NUMBER OF MONTHS 1-3 MONTHS 23 5.98 
STARTED PRENATAL 3-5 MONTHS 3 .78 
CARE 5-7 MONTHS 0 0 
7-9 MONTHS 0 0 
OTHERS 0 0 
WAS THE DOCTOR YES 20 5.2 
PRESENT FOR NO 5 .85 
CLINIC VISITS 
PAYMENT FOR YES 7 1 .82 
PRENATAL CARE NO 18 4.68 
NON- 1 .26 
APPLICABLE 
SOURCES OF PAYMENT BORROWED 2 .52 
FOR PRENATAL CARE MONEY 
PRIVATE 1 .26 
INSURANCE 
MEDICAID 20 5.2 
OTHERS 3 .78 
MEANS OF ALWAYS 19 4.94 
TRANSPORTATION SOMETIMES 7 1.82 
OCCASIONALLY 0 0 
NEVER 0 
SATISFACTION WITH VERY SATIS- 13 3.38 
PRENATAL CARE FACTORY 
SERVICES RECEIVED SATIS- 9 2.34 
FACTORY 
UNCERTAIN 3 .78 
UNSATIS- 0 0 
FACTORY 




PRENATAL CARE RECEIVED BY MOTHER WHO HAD 
BABIES THAT DIED 
(N=17) 
PRENATAL CARE FREQUENCY PERCENT 
RECEIVED PRENATAL YES 6 1 .02 
CARE NO 11 1 .87 
NUMBER OF MONTHS 1-3 MONTHS 14 2.38 
STARTED PRENATAL 3-5 MONTHS 1 .17 
CARE 5-7 MONTHS 1 .17 
7-9 MONTHS 1 .17 
OTHERS 0 0 
WAS THE DOCTOR YES 1 .17 
PRESENT FOR NO 1 .68 
CLINIC VISITS NON- 1 2.04 
APPLICABLE 
PAYMENT FOR YES 1 
PRENATAL CARE NO 4 .68 
NON- 12 2.04 
APPLICABLE 
SOURCES OF BORROWED 0 0 
PAYMENT FOR MONEY 
CARE PRIVATE 0 0 
INSURANCE 
MEDICAID 0 85 
OTHERS 12 2.04 
MEANS OF ALWAYS 14 2.38 
TRANSPORTATION SOMETIMES 3 .51 
OCCASIONAL 0 
NEVER 0 0 
SATISFACTION VERY 0 0 
WITH PRENATAL SATIS- 
CARE SERVICES FACTORY 
RECEIVED SATIS- 3 .51 
FACTORY 
UNCERTAIN 0 0 
UNSATIS- 0 0 
FACTORY 




SELECTED RISK FACTORS FOR MOTHERS 
WHO HAD BABIES THAT DIED 
(N=17) 
RISK FACTORS FREQUENCY PERCENT 
SMOKING YES 3 .51 
CIGARETTES NO 14 2.38 
DRINKING YES 2 .34 
ALCOHOLIC 
BEVERAGE 
NO 15 2.55 
USING DRUGS YES 3 .51 
NO 14 2.38 
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TABLE 7 
SELECTED RISK FACTORS FOR MOTHERS WHO HAD 
BABIES THAT LIVED 
(N=26) 
RISK FACTORS FREQUENCY PERCENT 
SMOKING YES 4 1 .04 
CIGARETTES NO 22 5.72 
DRINKING YES 6 1 .56 
ALCOHOLIC 
BEVERAGES 
NO 20 5.2 
USING YES 4 1.04 
DRUGS NO 22 5.72 
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Frequency Distribution Findings 
There were forty-three subjects that answered the twenty- 
five item questionnaire. Of the forty-three subjects, thirty- 
nine percent had an income level ranging from $0-999. Thirty- 
seven percent had an income level ranging from $1000-4999. 
Fourteen percent had an income level from $5000-9999, while 
another four percent had an income level ranging from $10,000- 
14,999 and four percent reported an income as being above 
$15,000. 
Of the forty-three subjects, eleven percent were between 
the ages of twelve and eighteen, forty-one percent were 
between the ages of nineteen and twenty, thirty-seven percent 
were between the ages of twenty-six and thirty-two, while 
another nine percent were between the ages of thirty-three and 
thirty-nine. 
In the area of education, twenty-three percent of the 
subjects had an educational level of ninth through twelfth 
grade. Thirty percent of the subjects had an educational 
level of a high school graduate. Forty-six percent reported 
other for their level of education. 
For the number of children, forty-four percent of the 
subjects had one child. Forty-eight percent had two children, 
seven percent reported having three children. 
Preexisting Health Conditions of Mothers Who Had Babies that 
Lived 
Health problems of the twenty-six subjects, who had 
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babies that lived two percent had high blood pressure, while 
four percent did not. Out of the twenty-six subjects who had 
babies that lived, less than one percent had heart trouble, 
while six percent did not. 
Of the twenty-six subjects who had babies that lived, 
none reported having lupus. Out of the twenty-six subjects, 
that had babies that lived, less than one percent had sickle 
cell, while six percent did not. Of the twenty-six subjects, 
who had babies that lived, none had syphilis or health 
problems. 
Preexisting Health Conditions of Mothers Who Had Babies That 
Died 
Of the seven subjects who had babies that died, two 
percent had high blood pressure, while three percent did not, 
less than one percent had heart trouble, while two percent did 
not and none had lupus, sickle cell anemia, or syphilis. One 
percent of these respondents had no health problems. 
Prenatal Care Received by Mothers Who Had Babies That Died 
In relation to prenatal care for the seven subjects who 
had babies that died, one percent received prenatal care, 
while another one percent did not. Two percent of these 
respondents started prenatal care within the first three 
months of their pregnancy, while less than one percent started 
prenatal care in the third to fifth months of their pregnancy. 
Less than one percent of the seven subjects, who had babies 
that died started prenatal care within the fifth to seventh 
months of their pregnancy. Whereas, less than one percent of 
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the seven subjects started prenatal care within the seventh 
to ninth months of their pregnancy. 
Less than one percent of the respondents was seen by 
the doctor each time they visited the clinic, while another 
less than one percent was not seen by the doctor each time 
they visited the clinic. Of the seven subjects who had 
babies that died, none borrowed money to pay for prenatal 
care, or paid for prenatal care with private insurance. 
Of the seven subjects who had babies that died, two 
percent always had transportation to the prenatal clinic, 
while less than one percent sometimes had transportation. 
Concerning level of satisfaction with prenatal care services 
received by the seven subjects who had babies that died, 
less than one percent rated their prenatal care services as 
being satisfactory. 
Prenatal Care Received by Mothers Who had Babies That 
Lived 
Concerning prenatal care for the twenty-six subjects, 
who had babies that lived, five percent received prenatal 
care during pregnancy, while one percent did not. Less than 
one percent of these respondents started prenatal care 
within the third to fifth months of their pregnancy. Of the 
twenty-six subjects who had babies that lived, five percent 
was seen by the doctor each time they visited the clinic, 
while less than one percent was not seen by the doctor each 
time they visited the clinic and four percent of these 
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respondents did not pay for prenatal care. 
Concerning sources of payment for prenatal care, one 
percent borrowed money to pay for prenatal care, while another 
less than one percent paid for prenatal care with private 
insurance. Five percent of the respondents paid for prenatal 
care with medicaid, while others reported another source of 
payment. 
Concerning the means of transportation for the twenty-six 
subjects who had babies that lived, four percent always had 
transportation to the prenatal clinic, while one percent had 
transportation sometimes to the prenatal clinic. 
Concerning the level of satisfaction with prenatal care 
services for the twenty-six subjects who had babies that 
lived, three percent rated the prenatal care services received 
during pregnancy as being very satisfactory, two percent rated 
the prenatal care services received during pregnancy as being 
satisfactory, while less than one percent rated the prenatal 
care services received during pregnancy as unsatisfactory. 
Another less than one percent of the subjects reported their 
rating for prenatal care received as being non-applicable. 
Selected Risk Factors for Mothers Who Had Babies That 
Died 
Concerning risk factors for the seven subjects who had 
babies that died, less than one percent of them smoked, while 
two percent did not. Less than one percent of these 
respondents drank alcohol, while two percent did not. 
Selected Risk Factors for Mothers Who Had Babies That Lived 
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Concerning the twenty-six subjects who had babies that 
lived, one percent smoked, while five percent did not. One 
percent of these respondents drank alcohol while five percent 
did not. One percent of these respondents used drugs, while 
five percent did not. 
CHAPTER V 
CONCLUSIONS AND IMPLICATIONS 
The system theory addresses the relationship between the 
infant mortality rate among African Americans and their level 
of prenatal care, preexisting health conditions and the 
behavioral risk factors associated with pregnancy. Prenatal 
care is considered to be the most effective intervention which 
is strongly and clearly associated with improved pregnancy 
outcomes. Therefore, prenatal care is the variable that has 
the most impact for women of increased medical and social risk 
during pregnancy. 
In the overview of historical data as compared with the 
current findings, it is suggested that there is a significant 
relationship between the infant mortality rate among African 
Americans and preexisting health conditions, prenatal care, 
and behavioral risk factors. To test for this hypothesis, the 
cross tabulation was performed to determine the relationship 
between the infant mortality rate among African Americans and 
preexisting health conditions. 
The result of the statistical analysis from the cross 
tabulation showed x2 = 5.02833, df= 4 and p>0.005. Thus, we 
reject the null hypothesis and accept the research hypothesis 
that there is a significant relationship between the infant 
mortality rate among African Americans and preexisting health 
conditions. 
From the result of Cramer's V (V =.35), we can conclude 
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that the nature of the relationship is moderate. Findings 
from the review of literature substantiates this conclusion. 
The general attitude of most researchers is that there is a 
significant relationship between the infant mortality rate 
among African Americans and preexisting health conditions. 
Concerning hypothesis number two: that there is no 
significant relationship between the infant mortality rate 
among African Americans and prenatal care. To test this 
hypothesis, the crosstabulation was performed to determine the 
relationship between the infant mortality rate among African 
Americans and prenatal care. The result of the statistical 
analysis from the cross tabulation showed X2 = 7.36, df = 1, 
p>0.0005. Thus, we reject the null hypothesis and accept the 
research hypothesis that there is a significant relationship 
between the infant mortality rate among African Americans and 
prenatal care. The literature stated that there is a strong 
relationship between the infant rate among African Americans 
and prenatal care. The literature also concluded the 
existence of a significant relationship between the infant 
mortality rate among African Americans and prenatal care. 
Concerning hypothesis number three: That there is no 
significant relationship between the infant mortality rate 
among African Americans and behavioral risk factors. 
To test this hypothesis, the cross tabulation was 
performed to determine the relationship between the infant 
mortality among African Americans behavioral risk factors. 
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The result of the statistical analysis from the cross 
tabulation showed R =0.2996, df=1, p> 0.005. Thus, we reject 
the null hypothesis and accept the research hypothesis that 
there is a significant relationship between the infant 
mortality rate among African Americans and behavioral risk 
factors. 
Recommendations For Future Use 
There are several recommendations that can be made: 
education, advocacy, service and more research should 
concentrate on reducing financial barriers to care. Another 
recommendation would be to increase the capacity of the 
prenatal care system for low-income women. A third 
recommendation would be to improve institutional practices to 
make services for prenatal care system available for low- 
income women. The fourth recommendation would be to identify 
women in need of prenatal care through such methods as 
hotlines, community canvassing, outreach workers and cross¬ 
agency referrals. A final recommendation would be to provide 
social support to encourage continuation in prenatal care and 
a smooth transition into parenthood. 
LIMITATIONS OF THE STUDY 
In terms of the limitations of this study, it was limited 
by small size of the sample. The sample was inadequate to 
generalize the findings to the entire population of pregnant 
women within the United States. 
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Implications for Social Work Practice 
Throughout history, death has remained an enigma. 
Although social workers are part of the health care team, they 
cannot solve this enigma, but they can develop a better 
understanding of the impact of needless death of an infant on 
the family, the role of the professional treating the family, 
and the attitude of society in general. 
Armed with this clearer understanding, the social worker 
can better assist those concerned with infants to deal with 
both the concrete and the psychosocial tasks attendant to the 
premature ending of a new life. Finally, social workers can 
accept their professional responsibilities to work toward more 
humane policies regarding the health care of infants. These 
policies are the critical points social workers need to 
develop in order to intervene in the progression of this 
unfortunate health dilemma of the socially disadvantaged. 
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APPENDIX A 
Mrs. Frances B. Kennamer 
Deputy Director Office of Planning & 
Resource Development State of Alabama 
Department of Public Health 
434 Monroe Street 
Montgomery, Alabama 36130-3017 
Dear Frances Kennamer: 
I am a graduate student at Clark Atlanta University in 
social work. 
I am requesting permission to administer a 
questionnaire to your clienteles for a research study on 
infant mortality rate among blacks and accessibility to 
medical care, on either December 28 and 29, 1993 or January 
4 and 5, 1994. 
The purpose of this study is to understand how best to meet 
the needs of recipients of these services. 
The questionnaire will consist of twenty-five (25) 
questions. It will take about 10 minutes to complete. 
I will not require any assistance from your staff 
members, and I will try not to cause any disruption of the 
daily activities that your agency provides. No names will 
appear on the questionnaire, however; I will use all 
information obtained from these questionnaires strictly for 
educational purpose and all the information will remain 
strictly confidential. I will also be willing to provide 
your agency with as many completed copies of my thesis as 





1 . What is your race? 
2. How old are you? 
A.  12-18 B. 
C.  26-32 D. 
19-25 
33-39 
3. What is your monthly household 
income? 
A.  000 -999 B.  1,000-4,999 
C.  5,000 - 9,999 D.  10,000-14,999 
E.  Above 15,000 





your highest level of education? 
Did not complete High School 
High School Graduate or GED 
Some College or Technical School 
College Graduate 
5. How many children do you have? 
6. Did you have a baby (babies) to die shortly after birth? 
A.  Yes B.   No 
7. Did you receive prenatal care during your pregnancy? 
 Yes   No 
8. If you answered yes or no to number seven, how many 
months were you when you started receiving prenatal 
care? 
A.  1-3 months B.  3-5 months 
C.  5-7 months D.  7-9 months 
E.  Others, specify  
9. Was the doctor present at all times when you visited the 
clinic? 
  Yes   No   Non-applicable 
I 0. Did you pay for prenatal care? 
  Yes   No  Non-applicable 
II . How did you pay for your medical care when you had your 
baby (babies)? 
A.   Borrowed Money B.  Private Insurance 
C.   Medicaid D.   Others, Specify  
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12. When you think you are pregnant when should you first 
seek prenatal care? 
A.  As soon you think you are pregnant 
B.  When you begin to show 
C.  Around 8-9 months 
D.  Others, Specify  
13. Did you have transportation to get to the prenatal 
clinic? 
A.  Always B.  Sometimes 
C  Occasionally D.  Never 
14. How satisfactory were those services? 
A.  Very Satisfactory 
B.  Satisfactory 
C.  Uncertain 
D.  Unsatisfactory 
E.  Non-applicable 
1 5. How would you rate your health? 
A.  Excellent B.  Good 
C.  Fair D.   Poor 
16. Were you ever told by your doctor that you had any of 
the following diseases? 
A.  High Blood Pressure 
B.  Heart Trouble 
C.   Lupus 
D.  Sickle Cell 
E.  Diabetes 
F.  Syphilis 
G.  None Above 
1 7. Did you smoke cigarettes during pregnancy? 
A.  Yes B.  No 
18. If you answered yes to number seventeen, how many did 
you smoke? 
A.  More than pack a day 
B.  1 pack a day 
C.  1/2 a pack a day 
D.  Less than 1/2 a pack a day 
E.  Never 
Did you drink any alcoholic beverages during your 
pregnancy? 
A.  Yes B.   No 
19. 
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20. If you answered yes to number nineteen, how often 
did you drink? 
A.  Everyday B.  Once or twice a 
week 
C.  Three or four times D.   Other 
a week 
E.  Never 
21 . Did you use any type of drugs during pregnancy? 
 Yes   No 
22. If you answered yes to number twenty-one, how often did 
you use drugs? 
A. Everyday B. Once or twice a 
week 
C. Three or four times 
D. Others 
E. Never 
23. Did you eat a balanced meal everyday? 
A.  Yes B.   No 
24. If you answered no to number twenty-three, how often 
did you eat a balanced meal? 
A. Everyday B. Once or twice 
week 
C. Three or four times 
week D. Others 
E. Never 
25. How often did you eat fried foods during pregnancy? 
A. Everyday B. Once or twice 
week 
C.  Three or four times a 
week 
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